Intensive care units (ICUs) are unique locations in the hospital. Very few countries have set minimum criteria to qualify a unit as an ICU [1] . What is clear is that an ICU is not merely a place where specific procedures are performed. Patients can be mechanically ventilated in the post-anesthesia care unit; renal replacement therapy is a common practice in nephrology units; and vasopressors are routinely used in coronary care units. An intensive care unit is a specific entity with unique characteristics. It gathers people with different backgrounds (physicians, nurses, different therapists, clerks, etc.) working 24 h a day taking care of critically ill patients, and the care provided encompasses many aspects of medicine, including ethical concerns. As a consequence, working as a team with a shared culture of care is of paramount importance [2] .
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A major concern regarding the open model of organization is that it is a model that is counter to this idea of a team approach, with different professionals coming from different backgrounds and more likely to have different goals without a shared culture. Why are we still "on the fence" regarding the importance of closed ICUs? Several aspects warrant discussion.
1. Focusing on mortality for ICU patients is overly simplistic [3, 4] .
Mortality rates can be influenced by numerous external factors and questions remain as to the best moment to assess mortality? Many factors besides quality of the care delivered impact mortality, mainly related to case mix, admission and discharge policies and hospital organization. A recently raised concern regarding measurement of mortality is the impact of end-of-life care preferences, and how they may alter the interpretation of mortality as an outcome [5] . Other outcomes are also a consideration such as length of stay, time of day patients are discharged, and long-term functional status and quality of life. To adequately interpret the existing literature, we must take into account the many potential confounders of patient characteristics, and the organization of ICUs and hospitals.
Understanding culture and communication is not straightforward.
Traumatic, demanding and emotional events are frequent in the ICU. In this context, caregivers are at risk of developing stress and burnout symptoms [6] . However, they may better cope with these situations in the long term if they work in an environment that emphasizes trust and support [7] oneself, to ask questions or to disagree is more likely when one feels secure and free to do so during a well-coordinated discussion. Having to discuss emotional decisions with colleagues or experts one barely knows can make the exercise difficult and can hinder the shared decision-making model. Patients' relatives appreciate a caring atmosphere in which they receive continuous, straightforward and honest information [9] . In an open ICU, it may sometimes be difficult to designate a legitimate discussion coordinator. However, on the flip side, patients and families may find it easier to have discussions of difficult decisions in the ICU with physicians they have met prior to ICU admission; these physicians may know them and their care preferences better than an intensivist meeting them for the first time at the door of the ICU. Given the difficulty of end-of-life decision-making, finding ways to minimize this stress is important.
Information on non-mortality patient-centered outcomes is lacking.
With the focus on risk-adjusted mortality, few studies have fully examined the patient and family experience in closed versus open ICUs, and much of the impact of closed ICUs also remains speculative [10] . A recent scoping study found 224 articles related to the transition of patients out of intensive care [10] . Recognizing that this transition may be traumatic, particularly when leaving a "closed" ICU, some hospitals have instituted a follow-up or transition team to check on patients after ICU discharge [11] . In this regard, open ICUs may offer a continuity for patients and families that closed ICUs do not-a physician the patient and family know is still there taking care of them despite the change of scenery within the hospital; therefore, survivors of critical illness (and particularly their families) may view the experiences through a different lens from patients and families who experience end-of-life decision-making in the ICU.
There are two issues relevant to the care provided in a closed or open model. The first is that, when the ICU becomes a "black box" of care, the experience of the patient and their potential needs may be more easily lost in the shuffle of the transition out of the hospital [12] . To this end, many institutions have embraced the idea of an ICU follow-up clinic to specifically address these concerns. To date, the largest randomized controlled trial on the topic for patients cared for in closed ICU settings (Scotland) did not demonstrate improvements in outcomes [13] . We know very little about whether the post-hospital care for patients cared for in open ICUs allows for better quality of post-hospital care. The second issue is the ability to "feedback" what is now known about outcomes for our patients after critical illness to try to improve care delivered during the peak of critical illness [12, 14] . As mentioned above regarding the potential benefits of a team environment in the ICU, such potential change may be easier in a closed unit with individual physicians who are invested in the ICU experience rather than focused on care throughout the hospital.
No information is available on whether closed ICUs versus open ICUs perform better for: resident's training, knowledge transfer, role modeling, conflict resolution, and leadership.
The open model is widely used in the US while the closed model is common practice in Europe. It is important to note that most of the literature on this topic is from the US. The Society of Critical Care Medicine states that "an intensivist-led, high-intensity team is an integral part of effective care delivery in the ICU" and that "there does not appear to be any additional benefit from 24/7 intensivist staffing within a high-intensity staffing model" [15] . It is hard to generalize conclusions originating from one country to other countries and particularly to middle or low-income countries. The pressures within the US, such as a relative shortage of board-certified ICU physicians and higher physician incomes compared with many European countries, may impact the staffing models chosen.
